
Health professionals’ attitudes to MMR vaccine

“Green book” should be updated every
six months

Editor—Petrovic et al describe some of the
uncertainties of health professionals
involved in giving vaccinations.1 A degree of
vulnerability is evident in the decreased rates
of vaccination against measles, mumps, and
rubella (MMR) and the negative publicity in
the media. We suggest a way of increasing
confidence clinically by improving the
supply of information.

We have been concerned for some time
about the lack of an up to date version of the
Department of Health’s “green book,” Immu-
nisation against Infectious Disease. These
concerns are reinforced by the controversy
surrounding vaccine programmes such as
against measles, mumps, and rubella. The
green book is a convenient form of evidence
and advice covering the main vaccinations
delivered through the NHS and is regarded
as the Bible by many health professionals. A
wide range of NHS staff is given responsibil-
ity for implementing these major public
health programmes and other protective
immunisations. These staff become account-
able for the standard of the service provided
but are currently impeded by a lack of
updated, timely, and accessible information.

The green book was published in 1990,
1992, and 1996; the 1996 edition states on
page 13 that its recommendations “reflect
present national immunisation policy,”
although clearly it is five years out of date.2

Updated information either has been sent
out in loose-leaf form or is available on the
internet, but these sources may not be read-
ily available to community nurses as they
carry out their immunisation clinics. Access
to a copy of the book is more likely.

If the British National Formulary were
published only every four years or so and
prescribers had to rely on companies sending
out individual updates on their products they
might feel vulnerable when prescribing.
Would it not be possible to publish the green
book every six months with the latest advice
and evidence then available to all health pro-
fessionals? A similar initiative has just been
funded so that professionals can have access
to the BMJ’s Clinical Evidence, also published
every six months.

We suspect that the cost would be offset
by the ability of health professionals to pro-
vide consistent and current advice. This
would increase the public’s confidence in
the effectiveness of the immunisation pro-

grammes and probably increase compliance
to achieve higher rates of vaccination. The
least that can be done is to offer an
improved supply of the best information
available for the sake of health professionals,
parents, and patients.
Jonathan Howell consultant in public health medicine
jonathan.howell@lycos.com

Harsh Duggal consultant in communicable disease
control
South Staffordshire Health Authority, Stafford
ST16 3SR

Karen Howell director
Travel Health, Stafford ST17 0TL
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2 Department of Health. Immunisation against infectious
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Format of “green book” should be
changed

Editor—Petrovic et al report their survey of
health professionals’ knowledge, attitudes,
and practices regarding the measles,
mumps, and rubella (MMR) vaccine.1 This is
one of the main factors that influence
uptake rates of the vaccine.2 As the authors
point out, health professionals’ knowledge
and practice regarding the second dose of
the vaccine vary widely; many health profes-
sionals are not aware of or do not use the
written sources that exist, although local
educational initiatives could remedy this.

We conducted a similar questionnaire
survey among health professionals in the
Halton area (north Cheshire) in 1998.3 The
survey was of 62 general practitioners, 29
practice nurses, and 25 health visitors, and
response rates were 87% (54/62), 66%
(19/29), and 80% (20/25) respectively. With
regard to confidence in the safety of MMR
vaccine, six of the 116 health professionals
stated that their level of confidence was 1 on a
five point scale (1 = not confident; 5 = very
confident). Worryingly, over half (66) consid-
ered severe egg allergy to be an absolute con-
traindication to MMR vaccination, which it is
not.4

The survey also found that 65 of the
health professionals had not attended any
educational session(s) on vaccination or
immunisation during the three years prior
to 1998. There was no significant difference,
however, in professionals’ confidence in the
safety of the vaccine between those who had
and had not attended educational session(s)
(20/41 (49%) v 28/52 (54%); P = 0.75). Simi-
larly, there was no significant difference

between the two groups in the proportion
who considered a serious egg allergy to be
an absolute contraindication for the vaccina-
tion (25/41 (61%) v 29/52 (56%); P = 0.59).
Although we do not have information on
the quality and appropriateness of the
educational sessions, this raises important
questions about the effectiveness of local
and national educational initiatives in
raising health professionals’ awareness.

A large proportion of health profession-
als involved in the vaccination programme
( > 90% in our survey) consider the “green
book”5 to be the most important source of
information. Local educational initiatives, as
suggested by Petrovic et al, might improve
health professionals’ awareness, but in the
light of our findings we believe that success
is more likely if the format of the green book
is changed to enable it to be updated more
frequently.

The green book could be modified into
a more practical format whereby new infor-
mation and supplements (including elec-
tronic circulars) could be easily added. This
would not only improve professionals’
awareness but also boost their confidence
and promote consistency in the advice given
to parents.
Samuel Ghebrehewet specialist registrar in public
health medicine
Communicable Disease Surveillance Centre
(CDSC) North West, Chester CH1 4EF
sg1samg1@hotmail.com

Catherine Quigley consultant in communicable
disease control
Cheshire and Wirral Communicable Disease Unit,
Public Health Laboratory, Chester CH2 1UL
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More interactive training and updates on
immunisation should be provided

Editor—Petrovic et al surveyed health
professionals’ knowledge and attitudes
about measles, mumps, and rubella (MMR)
immunisation.1 Their results confirm what is
already known about one of the most
important influences in the uptake of child
immunisation—the knowledge of the health
professionals.2
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In 1998 we surveyed the primary immu-
nisation givers at all the practices in our dis-
trict. We had a 93% response rate (95/102)
and found a considerable contrast in the
availability of updating and training about
immunisation between areas of high and
low immunisation uptake rates.

In the western part of the district, where
an enthusiastic paediatrician provided regu-
lar training sessions for primary care staff,
there was a high uptake of all immunisa-
tions, including the second dose of MMR
vaccine. In contrast, in the eastern sector,
where immunisation training had not been
as easily available, there was a consistently
lower uptake of immunisations, especially
with the MMR vaccine. This was despite the
fact that the eastern area was comparatively
wealthier than the western area, which
included a high proportion of practices in
deprived inner city areas.

Petrovic et al say that local education ini-
tiatives could remedy the apparent variation
in knowledge of practice among health pro-
fessionals. Rather than yet more written
material being added to the information
overload in the health service, more interac-
tive training and updates on immunisation
should be provided as part of continuous
professional development.3 This would not
only provide information but also give
people an opportunity to discuss with their
peers any problems encountered when
advising parents about immunisation.

We are starting a rolling educational
programme this year, targeting those areas
with low coverage, and we will be monitor-
ing the effect on immunisation uptake over
the coming years.
Gill Lewendon immunisation coordinator
Gill.Lewendon@sw-devon-ha.swest.nhs.uk

Moira Maconachie senior research fellow
Kevin Elliston health promotion specialist
Public Health Department, South and West Devon
Health Authority, Dartington, Devon TQ9 6JE
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Advice in primary care affects parents’
decision to take up MMR vaccination

Editor—Petrovic et al’s paper1 comple-
ments our study of factors affecting mater-
nal intentions to take up the measles,
mumps, and rubella (MMR) vaccination.2 We
found that failure to take up the second dose
in particular is not simply a function of fear
of the vaccine. The two-dose schedule is
problematic for parents, as it is for the health
professionals whose views are reported
here. The reasons, however, are different.

Parents have not been educated in the
rationale behind the schedule; many seem to
believe that the second dose is a booster.
Therefore, if their child has received the first
dose they see the second dose as being less
important for the child’s health. In addition,
comments show that mothers are uncon-
vinced by arguments concerning herd immu-

nity when it comes to decisions about their
child. Petrovic et al have shown that a sizeable
proportion of professionals who do under-
stand the rationale are uncomfortable about
the schedule, and explaining it to parents.

Children receive the second dose at a
time when parents have less contact with
primary care professionals regarding the
health of their child than they do during
babyhood. Mothers reported obtaining
most general information about vaccination
from their health visitor. The source that
they trusted most was their general prac-
titioner. The actual source of most of their
information about the MMR vaccine and
side effects, however, was television.

Informal comments from general prac-
titioners when we were setting up the study
suggest that some are reluctant to raise the
issue of the MMR vaccination with parents;
they fear that parents who were previously
unaware of the controversy will be alerted to
it. In a world where people are inundated
with information from the media this seems
naive. Petrovic et al’s data raise the further
problem of the reluctance of health profes-
sionals to recommend the second dose
because they themselves are not convinced
of its safety or efficacy.

Our conclusion was that health educa-
tion and advice from primary care profes-
sionals, and particularly general practition-
ers, could have a considerable impact on the
decision to take up the MMR vaccination.
Unfortunately, the data collected by Petrovic
et al suggest that we need to go some way to
educating and training professionals before
we can expect them to give reliable help to
parents in this difficult decision.
Helen Pattison senior lecturer
h.m.pattison@bham.ac.uk

Manish Pareek medical student
Department of Primary Care and General Practice,
Medical School, University of Birmingham,
Birmingham B15 2TT
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Doctors must understand reasons behind
vaccination

Editor—Petrovic et al’s paper highlights
the misunderstandings that arise through
misinformation.1 The health professionals
surveyed had misgivings about the need for
a second dose of measles, mumps, and
rubella (MMR) vaccine in children of
preschool age. The paper highlighted the
fact that most practitioners did not refer to
the standard guidance on vaccination from
either the Department of Health or the
Health Education Authority.

Education of doctors about virus based
disease is minimal. Medical school curricu-
lums rarely give more than a few hours to a
subject that occupies about 30% of a general
practitioner’s working day (research under-
taken by Primary Care Virology Group). So
much information on every subject is

presented to doctors that it is impossible for
most general practitioners to read and
assimilate the mass of literature that pours
through their letterbox every day. It is
perhaps not surprising that misinformation
results in ill informed opinion.

Measles vaccine is roughly 80% efficient
in leading to immunity after a single
vaccination. Thus if 80% of a population is
vaccinated only 64% (80% of 80%) will actu-
ally develop effective antibodies and 36%
will still be at risk of measles. If a second
attempt at raising immunity is made then a
further 80% of that 36% will develop immu-
nity. This will result in a total immune popu-
lation of 92%, which is approaching the level
needed to prevent epidemics.

The second dose is not a booster dose. It
would not be needed if we could see which
child had developed immunity and which
hadn’t merely by looking at the child; this is
not the case, and blood tests are required to
ascertain immune response. Routine admin-
istration of a second dose at an appropriate
time interval is therefore the most sensible
way forward.

Failure to understand the importance of
a second dose of vaccine means that inaccu-
rate conclusions may be reached by journal-
ists wishing to sensationalise Petrovic et al’s
survey as a lack of support for MMR vaccine
by health professionals. Journals such as the
BMJ do not abuse their position of power by
publishing articles that might mislead selec-
tive journalists; sometimes more explana-
tion is required for those working in
medicine, nursing, or journalism to interpret
the importance of some research.
Nigel Higson chairman, Primary Care Virology Group
Goodwood Court Medical Centre, Hove, Brighton
BN3 3DX
surgery@goodwoodcourt.org

1 Petrovic M, Roberts R, Ramsay M. Second dose of measles,
mumps, and rubella vaccine: questionnaire survey of
health professionals. BMJ 2001;322:82-5. (13 January.)

Guided self management plans
for asthma

Advice should be simple and patient
focused

Editor—The study of Jones et al on the
views of health professionals and patients
about guided self management plans for
asthma may be open to misinterpretation.1

They conclude from exploratory work with
focus groups that attempts to introduce self
guided management plans for asthma in
primary care are unlikely to be successful—a
conclusion unsupported by evidence.

Patients are managing their own care
but without help from healthcare profes-
sionals, a finding that is supported by recent
interviews undertaken by the National
Asthma Campaign, which showed signifi-
cant asthma morbidity and only 6% of
patients recalling any kind of written advice
on how to take asthma treatment.2 An
Australian study found greater use of self
management plans in primary care.3
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What the research of Jones et al tells us is
the size of the problem involved in
encouraging some asthma nurses and
primary care doctors to take on the
challenge. But in the light of the evidence,
we should not be daunted by that task.4 We
need to empower, rather than simply seek to
educate, patients. We need to overcome the
belief that self management plans are
complex (it is unclear from the paper what
complexity of self management was por-
trayed to the study participants). And
additional barriers—that self management is
not appropriate for most patients and the
belief that education alone is the key to
success—are also not supported by evi-
dence.5

The “Be in Control” initiative that was
launched by the National Asthma Cam-
paign on 30 January 2001 is designed to
make self management easier for busy
healthcare professionals. It should meet the
plea from doctors and asthma nurses in the
study who believe that advice should be sim-
ple and patient focused rather than simply
generic.

As far as patients are concerned, we see
nothing new in this study but note
important omissions. Responses about
denial and non-compliance are already well
known, with some of this knowledge coming
from previous work from Jones et al. But we
also know from the campaign’s telephone
helpline and other surveys that people with
asthma dislike the uncertainty associated
with the condition. How they are helped to
address that provides an important route to
gaining acceptance for proactive self man-
agement. Each patient requires an approach
that recognises his or her own particular cir-
cumstance. Not everybody needs a detailed
personal asthma action plan, but everybody
does need to know what to do in the event of
deteriorating control of their asthma.
Martyn Partridge consultant chest physician
Chest Clinic, Whipps Cross Hospital, London
E11 1NR

Greta Barnes director
National Asthma and Respiratory Training Centre,
Warwick CV34 4AB

David Price professor of primary care respiratory
medicine
General Practice Airways Group, Department of
General Practice and Primary Care, University of
Aberdeen, Foresterhill Health Centre, Aberdeen
AB25 2AY

Jack Barnes director of Research and Policy
National Asthma Campaign, London N1 0NT
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Focus groups may not accurately reflect
current attitudes

Editor—Jones et al concluded that neither
health professionals nor patients were
enthusiastic about guided self management
plans for asthma.1 We think that aspects of
the method adopted by Jones et al may have
biased the outcome of their study.

Focus groups may not be the most
efficient way of gathering data when the sub-
ject area is complex or participants hold
many different, opposing, and interrelated
attitudes towards the subject.2 Thus, partici-
pants who may have had positive attitudes
towards self management of asthma care
may not have voiced these views if most were
airing negative attitudes.

Varied locations were used for meetings
and responses of participants may well have
been influenced by where the interview was
held. Oppenheim says that examples of
inappropriate places to conduct interviews
include a pub.3 Holding group discussions
on guided self management plans for
asthma with asthma patients, nurses, or doc-
tors in a public house seems dubious.

The vignettes used by Jones et al seem to
be based on transcripts collected by the
same authors in an earlier paper.4 However,
all three vignettes seem negatively biased
against the patient or at least biased against
asthma management. Instead of, “I don’t
need an asthma clinic,” a more positive
alternative taken from the previous study
could have been, “I don’t need the doctor as
long as the medication is working. I’d let him
know if there was a problem.” The apparent
bias may have triggered attitudes in the
doctors and nurses towards the typical non-
compliant patient rather than self manage-
ment plans themselves. In turn, the wording
of the vignettes may have resulted in putting
the patients on the defensive (an “us and
them” situation) rather than extracting
attitudes towards self management plans.
Also, why was there no mention of guided
self management plans in the vignettes?

Jones et al reported that participants
were given an additional explanation of self
management plans consistent with the
guidelines from the British Thoracic Society.
Feedback from one participating doctor
indicates that this was perceived as
complex—this could have influenced the
attitudes of participants towards their useful-
ness. These methodological issues suggest
that this study may not accurately reflect atti-
tudes towards guided self management
plans for asthma.
Jennifer Cleland clinical lecturer
jen.cleland@abdn.ac.uk

Mandy Moffat doctoral student
m.moffat@abdn.ac.uk

Department of General Practice and Primary Care,
University of Aberdeen, Foresterhill Health Centre,
Aberdeen AB25 2AY
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Focus on regular follow up and repeated
education may be more productive

Editor—Jones et al report that general
practitioners and asthma nurses are ambiva-
lent about the value of self guided manage-
ment plans for asthma.1 It is noteworthy that
the nurses stressed the importance of
patient education and ongoing monitoring.
The doctors also stressed the need for
continuing education and dialogue. The
doubts expressed by the doctors and nurses
appear to relate to the value of self manage-
ment plans that instruct the patients to
adjust to their medication according to peak
expiratory flows and symptoms.

This begs the question whether guided
self management plans confer any benefit
over intensive education and regular review.
Gibson et al examined this question in a sys-
tematic review.2 The combination of educa-
tion, self management, and regular review
was compared with usual care in 22 studies.
Self management was associated with a
reduction in the number of admissions to
hospital, unscheduled visits to the doctor,
days off work, and nocturnal asthma. It is not
clear, however, from these studies, whether
the benefit was due to intensive education
and regular follow up as opposed to the self
management plans.

This question can be addressed by stud-
ies where both groups have regular follow
up and ongoing education and where the
only difference between the two groups is
the use of a guided self management plan.
The few studies that have done this did not
show any additional benefit from self
management plans.3–5 Ayres et al ran-
domised 120 patients to dose adjustments
made by a physician or to a self manage-
ment plan.3 Both groups were seen at inter-
vals of six weeks. At the end of six months
there was no difference between the groups
in symptoms or lung function.

The Grampian asthma study of inte-
grated care (GRASSIC) study randomised
569 patients to conventional monitoring or
self monitoring with a peak flow meter.4 The
latter group was given guidelines on adjust-
ing medicines according to their peak flow.
All patients were reviewed at intervals of
three months. At one year there was no dif-
ference between the groups in lung func-
tion, use of medication, or admissions to
hospital. The views reported by Jones et al
are supported by the published evidence.
Selected patients may benefit from guided
self management plans, but for the most
part it may be more productive to focus on
regular follow up and repeated education.
Peter Black associate professor
Department of Medicine, University of Auckland,
Private Bag 92019, Auckland, New Zealand
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Partnership approach leads to effective
self management

Editor—The emerging challenge for health
policymakers is to maintain the quality of
life and functional capacity of those with a
chronic illness, within economic constraints
and despite system barriers. The organis-
ation and principles of primary care seem
ideally suited to adopting self management
approaches in the care of people with
chronic diseases. The study by Jones et al is
important in raising several issues in relation
to self management in primary care.1 Their
conclusions, however, must be viewed in the
context of the chosen intervention and limi-
tations of study design.

Jones et al point out that an ongoing
partnership needs to be formed with patients,
but they then trial a guided self management
approach that is developed by clinicians and
has little ownership by either the practition-
ers implementing the programme or the
recipients of the programme.

Similarly, concepts such as compliance
do not reflect patient centred medicine or a
partnership approach, but rather a directed,
traditional medical model approach. Com-
pliance implies the extent to which a patient
follows medications and recommendations.2

Non-adherence should not be regarded as a
defiant behaviour but as a person’s con-
scious and often reasoned decision not to
follow a prescriptive regimen or change a
behaviour. In addition to the limitations
inherent with this particular self manage-
ment plan, the selected study design restricts
the generalisability of the findings. In
particular the finding that guided self
management plans for adults with mild to
moderate asthma are unlikely to be
accepted or sustained in primary care needs
to be interpreted cautiously.

Thoonen and van Weel in their editorial
report that ownership of guidelines is essen-
tial to guaranteeing implementation.3 This is
true not only for general practitioners and
nurses, but also for patients. Criticism
should be perhaps aimed at the fact that the
self management intervention was a written
guide that was not owned by any of those
working together. Some patients do not
want to self manage, but everyone should be
given the opportunity if that is what they
wish. The belief that healthcare providers
can choose who will benefit is not substanti-
ated by the literature. Approaches such as
the transtheoretical model could benefit
general practitioners and other healthcare
professionals as it underscores the necessity
to tailor programmes to the actual needs of

patients through discussion with them to
achieve the best outcome possible.4

What is ultimately necessary is not for
the imposition of well intentioned externally
designed plans, but rather the acquisition of
skills and knowledge by providers and
consumers that is supported by a self
management culture that integrates with
existing practice.
Pradeep Jayasuriya acting medical director
pradeep.jayasuriya@racgp.org.au

Sally Roach senior research officer
Linda Thoms research officer
Royal Australian College of General Practitioners,
WA Research Unit, Shenton Park, Western
Australia 6010, Australia
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Authors’ reply

Editor—In our paper we set out to seek the
views of health professionals and patients on
guided self management plans for asthma.
We do not think that methodological flaws
were incurred because of our use of focus
groups. These have been widely used and
developed in health services research,1 and
the National Asthma Campaign has
released a video on focus group methods.
The interaction between participants makes
them especially appropriate for the study of
attitudes and experiences around specific
topics.

Successful focus groups are facilitated by
skilful moderation in congenial settings.2 For
some patients this was a quiet back room in a
public house. The vignettes used the actual
words employed by the respondents in our
earlier work where there was no mention of
guided self management plans. In all cases,
the topic had to be directly raised by the
moderator, which reflects both limited experi-
ence of guided self management plans and
the perception that they were essentially phe-
nomenon encountered in secondary care.

What we found was a fundamental
mismatch between the views of the health
professionals and patients. The key issue
now is how to address this, and most of the
correspondence seems to allude to this. The
recently launched initiative by the National
Asthma Campaign, “Be in Control,” will help
to simplify the task , but we need to take this
further. We need to pilot and develop a
guided self management plan that is
developed in a patient centred model, rather
than one designed in a medical model (the
only ones currently available). The infor-
mation balance between patients and health
professionals is recognised in this study;
technical knowledge resides in one party (a
doctor or nurse) and preference resides in
the other (the patient). Sharing information
alone is, however, not sufficient, and this is

not synonymous with sharing decisions.
They are separate goals within the consulta-
tion and require different skills.2

Risk communication is vital in asthma
care, and this requires an open two way
exchange of information and opinion about
risk, so that management decisions can be
based on better understanding of the options
and outcomes.3 This process is unlikely to
occur within the predominantly doctor
centred model of asthma care, and the
process of shared decision making is integral
to the wider concept of a patient centred
approach within the consultation.4 We need
to work together in developing and testing
ongoing programmes of research using a
patient centred approach to guided self man-
agement in asthma. This has already worked
successfully in diabetes care, and recent
evidence suggests that patients want a patient
centred approach.5 6 Now is the time to use
existing knowledge and skills to empower
patients as well as arming the all important
asthma nurses with the tools for the job.
Alan Jones senior lecturer
University of Wales College of Medicine, Gorseinon
General Practice Research Unit, Swansea SA4 2US

Roisin Pill professor
Department of General Practice, University of
Wales College of Medicine, Health Centre, Cardiff
CF23 9PN

Stephanie Adams lecturer
School of Social Science and International
Development, University of Swansea, Swansea
SA2 8PP
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groups in social research. London: Sage, 2000.

2 Elwyn G, Edwards A, Kinnersley P. Shared decision-
making in primary care: the neglected second half of the
consultation. Br J Gen Pract 1999;49:477-82.

3 Edwards AGK, Barker J, Bloor M. A systematic review of risk
communication—improving effective clinical practice and
research in primary care. London: NHS Executive, 1998.

4 Stewart M, Brown JB, Weston WW, MacWhinney IR,
MacWilliam CL, Freeman TR. Patient centred medicine: trans-
forming the clinical method. Thousand Oaks, CA: Sage Publi-
cations, 1995.

5 Kinmonth AL, Woodcock A, Griffin S, Spiegal N, Campbell
MJ. Randomised controlled trial of patient centred care of
diabetes in general practice: impact on current wellbeing
and future disease risk. The Diabetes Care from Diagnosis
Research Team. BMJ 1998;317:1202-8.

6 Little P, Everitt H, Williamson I, Warner G, Moore M,
Gould C, et al. Preferences of patients for patient centred
approach to consultation in primary care: observational
study. BMJ 2001;322:468-72. (24 February.)

Changes in policy of refusal of
blood by Jehovah’s Witnesses

Refuse and decline have distinct
meanings

Editor—Muramoto discussed the bioethical
aspects of the recent changes in the policy of
refusal of blood by Jehovah’s Witnesses.1

Informed consent has now become ethically
and legally ensconced as a patient’s right.
During the process of informed consent
information is divulged to a patient, and this
is often followed by a recommendation. The
patient is then given the opportunity to
accept or reject the recommendation in part
or in its entirety. If the patient decides
against the treatment, authorisation and,
hence consent, is withheld. There is a
tendency in the medical literature to refer to
this rejection as refusal.
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Although the two words are used as
synonyms, their meanings are distinct.
Refuse is the stronger of the two and often
emphasises firmness, at times rudeness—to
refuse to obey an order, to refuse to lend
somebody money. Decline means to reject
politely or courteously and is applicable to
social events or an offer to help—to decline a
dinner invitation.

The doctor-patient relationship is usu-
ally propitious and courteous. If this and the
distinction between refuse and decline are
acknowledged, patients seldom refuse treat-
ment. If indeed on occasions patients do
refuse in the sense that they have to be rude
to express themselves as unwilling to accept
something, then have we as doctors not
erred in our consent taking process? Our
tendency to use the term refusal when a
patient politely and courteously rejects our
offer of treatment may be more an
indication of our feelings than a reflection of
the patient’s sentiment.
Graham Howarth head of bioethics
School of Medicine, University of Pretoria, Pretoria,
Suite 21, P/Bag X 87, Bryanston, 2021, South Africa
ghowarth@kalafong.up.ac.za

1 Muramoto O. Bioethical aspects of the recent changes in
the policy of refusal of blood by Jehovah’s Witnesses. BMJ
2001;322:37-9. (6 January.)

Bible undergoes continual
reinterpretation

Editor—Before 1 July 1945 Jehovah’s
Witnesses had no restriction on the accept-
ance of blood, the subject of Muramoto’s
article.1 After that, the biblical phrases “no
soul of you shall eat blood” and “abstain
from meats offered to idols, and from blood,
and from things strangled, and from
fornication” were interpreted to mean that
blood transfusion was sinful.

The Watchtower Society has had a diffi-
cult time reinterpreting the word of God
ever since. For example, in the not too
distant past, the society campaigned against
vaccinations and aluminium as sinful, but
they are now fully accepted. It seems that not
all components of blood are sinful now,
although who has made that decision seems
uncertain. In another decade the Watch-
tower Society may well have abandoned its
untenable and intellectually dubious posi-
tion on blood transfusions, and this will be
an issue of historical interest only.
Ian Nesbitt specialist registrar
Department of Perioperative and Critical Care,
Freeman Hospital, Newcastle upon Tyne NE7 7DN
iannesbitt@yahoo.com

1 Muramoto O. Bioethical aspects of the recent changes in
the policy if refusal of blood by Jehovah’s Witnesses. BMJ
2001;322:37-9. (6 January.)

Jehovah’s Witnesses respect patients’
autonomy

Editor—Jehovah’s Witnesses are usually
well informed both doctrinally and regard-
ing their right to determine their own treat-
ment. It is not a doctor’s job to question
these principles, but the doctor should
discuss with patients who are Jehovah’s

Witnesses the medical consequences of not
having a transfusion in the management of
their specific condition. It is essential to
establish the views held by each patient.1 In
line with these recent directives from the
Royal College of Surgeons, I wish to clarify
points raised by Muramoto in his article.2

The position of Jehovah’s Witnesses with
respect to refusal of donor blood transfu-
sion, based on their personal, deeply held
religious beliefs, is well known among mem-
bers of the medical community. The
understanding that Jehovah’s Witnesses
have of the biblical command to abstain
from blood3 precludes their use of whole
donor blood and its four primary compo-
nents (red blood cells, white blood cells,
platelets, and plasma). Acceptance of deriva-
tives of any of these major blood compo-
nents, including albumin, clotting factors,
immunoglobulins, and haemoglobin based
oxygen carriers, is a matter for each Witness
patient to decide.

Thousands of specialist clinicians world-
wide are skilled and experienced in the safe
and effective use of medical alternatives to
donor blood. An extensive body of medical
literature has amassed over the past 40 years
documenting the successful medical and
surgical treatment of patients without
recourse to donor blood. Many investigators
now accept that allogeneic blood impairs
the defences of the immune system and
leads to higher rates of cancer recurrence
and postoperative infection. Thus, the new
paradigm in transfusion medicine considers
allogeneic transfusion as an outcome to be
avoided.

For their medical care, Jehovah’s Wit-
nesses seek out clinicians who are well
informed about alternatives to donor blood
and have experience in their use. Like most
patients, they desire to be fully informed
about the risks and benefits of and
alternatives to any recommended medical
treatment. However, as the Royal College of
Surgeons and others point out, this process
should occur without the consultant or
medical team paternalistically imposing
their value system(s) on the patient through
coercive questioning or other means.1 4

Respect for the patient’s unique belief
system and patient autonomy are the
hallmark of the doctor-patient relationship.5

Witness patients will gladly outline their
management preferences in an atmosphere
of understanding and mutual respect.

Our experience is that surgeons, anaes-
thetists, nurses, and support staff offer a
professional service to each individual who
happens to be one of Jehovah’s Witnesses.
These are most grateful for such personal
care.
Paul Wade director
Hospital Information Services (Britain), London
NW7 1RN
his@wtbts.org.uk

1 Royal College of Surgeons of England. Code of practice for
the surgical management of Jehovah’s Witnesses. London:
RCSEng, 1996. (Parts 4-6:1.)

2 Muramoto O. Bioethical aspects of the recent changes in
the policy if refusal of blood by Jehovah’s witnesses. BMJ
2001;322:37-9. (6 January.)

3 Holy Bible. Acts of the Apostles 15, 19-29.

4 Post SG. Physicians and patient spirituality: professional
boundaries, competency and ethics. Ann Intern Med
2000;132:578-83.

5 British Medical Association. Medical ethics today: its practice
and philosophy. London: BMA, 1993:3-4, 161.

Surveillance for Barrett’s
oesophagus

The conundrum of Barrett’s oesophagus
is changing

Editor—Macdonald et al in their paper and
McGarrity in his accompanying editorial
reviewed the value of endoscopic surveil-
lance of Barrett’s oesophagus.1 2 Both arti-
cles highlighted the major problems with
detection of oesophageal adenocarcinoma
in an unselected group of individuals with
Barrett’s oesophagus.

Much attention has been devoted to risk
stratification of individuals who are at high
risk of malignant change in Barrett’s
oesophagus. Men over 45 years, those with
at least 3 cm of Barrett’s metaplasia, those
with severe and frequent reflux symptoms
( > 3 times week), those with chronic
heartburn for 10 years or more, obese
patients, those taking drugs which relax the
lower oesophageal sphincter (such as
nitrates), and perhaps those with eradicated
Helicobacter pylori infection are most at risk
of Barrett’s associated adenocarcinoma.3

Pathology has also made a major contri-
bution to understanding the pathogenesis as
intestinal type metaplasia gives rise to
dysplastic clones from which the adenocar-
cinoma arises.3 Molecular genetics has been
rigorously applied to samples along the
sequence encompassing Barrett’s metapla-
sia, dysplasia, and adenocarcinoma, and it
has yielded important information about
key genetic alterations.4 Furthermore, infor-
mation of those with a family history of
gastro-oesophageal cancer has also yielded
rare, but none the less important, genetic
defects, which can and should be considered
for application to familial clusters of disease
including germ line mutations of the
cell-cell adhesion molecule E-cadherin.5

We believe therefore that even in those
patients with Barrett’s oesophagus who are
fit for surgery further selection for repeated
endoscopic surveillance should be under-
taken. In particular, a combination of clinical
criteria, and, perhaps in the near future,
genetics, can be used to stratify for
surveillance those at high risk of Barrett’s
adenocarcinoma.
J A Eksteen lecturer in gastroenterology
B.Eksteen@bham.ac.uk

Janusz A Jankowski reader in medicine
University of Birmingham, Queen Elizabeth
Hospital, Birmingham B15 2TH

1 Macdonald CE, Wicks AC, Playford RJ. Final results from
10 year cohort of patients undergoing surveillance for
Barrett’s oesophagus: observational study. BMJ
2000;321:1252-5. (18 November.)

2 McGarrity TJ. Barrett’s oesophagus: the continuing conun-
drum. BMJ 2000;321:1238-9. (18 November.)

3 Jankowski J, Wright NA, Meltzer S, Triadafilopoulos G,
Geboes K, Casson A, et al. Molecular evolution of the
metaplasia dysplasia adenocarcinoma sequence in the
esophagus (MCS). Am J Pathol 1999;154:965-74.
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4 Jankowski J, Harrison RF, Perry I, Balkwill F, Tselepis C.
Barrett’s metaplasia. Lancet 2000;356:2079-85.

5 Jankowski J, Perry I, Harrison RF. Gastro-oesophageal can-
cer: death at the junction. Understanding changes at the
molecular level could lead to screening opportunities. BMJ
2000;321:463-4.

It is too early to dismiss surveillance
programmes

Editor—Macdonald et al conclude that
current surveillance strategies for patients
with Barrett’s oesophagus provide no benefit
in terms of reduced risk of mortality from
oesophageal adenocarcinoma.1 In their
annual surveillance programme of 143
patients with an average follow up period of
4.4 years, cancer was diagnosed in only one
patient, as a result of a biopsy taken within the
programme. Although Barrett’s oesophagus
confers a 30-fold to 125-fold increased risk of
oesophageal adenocarcinoma compared
with people without Barret’s oesophagus, the
comparatively low absolute incidence of
cancer (around 1 per 100 patient years)
results in few cancers being detected by
routine surveillance.2

Macdonald et al also say that molecular
markers may identify patients at greatest risk
of developing cancer. This view is supported
by our data from a similar surveillance
cohort in Leeds, United Kingdom, in which
we used cyclin D1 overexpression as a
marker of risk.3 In this prospective surveil-
lance cohort, 307 patients with specialised
columnar (intestinal) epithelium were
included and had an endoscopic examina-
tion annually. A total of 12 incident cases of
oesophageal adenocarcinoma were detected
between 1984 and 1995 with a mean follow
up of 4.3 years. These patients with cancer
were matched by age, sex, length of
columnar epithelium, and length of follow
up with up to six patients from the cohort
who did not develop adenocarcinoma. The
biopsies obtained at recruitment were
stained for cyclin D1 overexpression, and
cases were found to be approximately seven
times more likely to be positive for the
marker than controls (odds ratio 6.85, 95%
confidence interval 1.57 to 29.91;
P = 0.0106).

These results are promising, but there
was a significant prevalence of positive cyclin
D1 staining in biopsies from patients with
Barrett’s disease who had not yet developed
cancer, 14 of 49 (29%), and biopsies from
four of eight of those who did develop
adenocarcinoma did not stain positive at
recruitment. Therefore the sensitivity and
specificity of the cyclin D1 marker were 67%
and 71%, respectively. Nevertheless, if this
prevalence of cyclin D1 positive staining
applied to the whole cohort and had been
used as a criterion for entry into the surveil-
lance programme then about 90 people
would have been subject to follow up with
the detection of eight cancers.

Given that multiple genetic alterations
are implicated in the natural history of Bar-
rett’s oesophagus and adenocarcinoma,4 a
combination of carefully validated biomark-
ers might improve still further the predictive
value of the molecular approach. The rising
incidence of the disease and the advances in

the understanding of its molecular pathol-
ogy suggest that it is premature to dismiss
refined surveillance programmes for early
detection and more effective treatment of
this cancer.
Christopher Paul Wild professor of molecular
epidemiology
c.p.wild@leeds.ac.uk

David Forman professor of cancer epidemiology
Academic Unit of Epidemiology and Health
Services Research, School of Medicine, University
of Leeds, Leeds LS2 9JT

1 Macdonald CE, Wicks AC, Playford RJ. Final results from
10 year cohort of patients undergoing surveillance for
Barrett’s oesophagus: observational study. BMJ 2000;321:
1252-5. (18 November.)

2 Kim R, Weissfeld JL, Reynolds JC, Kuller LH. Etiology of
Barrett’s metaplasia and esophageal adenocarcinoma.
Cancer Epidemiology Biomarkers Prev 1997;6:369-77.
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Forman D, et al. Prospective study of cyclin D1 overexpres-
sion in Barrett’s esophagus: association with increased risk
of adenocarcinoma. J Natl Cancer Inst 2000;92:1316-21.

4 Jankowski JA, Harrison RF, Perry I, Balkwill F, Tselepis C.
Barrett’s metaplasia. Lancet 2000;356:2079-85.

Patients need to be appropriately selected
for follow up

Editor—Macdonald et al present results of
a 10 year cohort of patients diagnosed with
Barrett’s oesophagus.1 Seven (5.2%) of 134
deaths were related to carcinomas of
stomach or oesophagus in a median follow
up period less than 10 years, and only five of
409 patients had evidence of mild dysplasia.
Macdonald et al concluded that annual sur-
veillance (143 patients for an average of 4.4
years) was not of direct benefit to any
individual patient.1

The 5.2% death rate from oesophageal
or stomach carcinoma in less than 10 years
of follow up is fairly high, and risk factors
may have been modified by treatment. The
time interval between development of
Barrett’s metaplasia and carcinoma may be
far in excess of the 10 year follow up in their
series. Barrett’s oesophagus is only one of
many predisposing factors in the develop-
ment of malignancy, and the natural history
of the condition is poorly understood.

Centres that have recruited large num-
bers of patients into surveillance pro-
grammes should audit the value of their
programmes and publish the results so that
meta-analyses can be performed. But it would
require a huge number of deaths and
analyses of subgroups—for example, young
patients with Barrett’s oesophagus and those
with dysplasia—before results could be used
to advise individual patients regarding the
benefit of surveillance. Although there are
many consistent variables in the pathways to
developing malignancy, there are also many
individual factors—both genetic and
environmental—that suggest that follow up
should be tailored to individual patients’
circumstances.

If I were 34 and had Barrett’s oesoph-
agus would I want regular surveillance?
Maybe not on the basis of current evidence,
but if I had some adverse genetic, environ-
mental, or pathological features I might
think differently. The knowledge might also
encourage modifications in lifestyle or treat-
ment of the risk factors and early presenta-

tion if I developed symptoms. The ratio of
cost to benefit for routine surveillance of
uncomplicated Barrett’s metaplasia in medi-
cally fit, symptom-free patients may not be
good for the NHS (underresourced in terms
of cash and staff) when a second class service
prevails. In a well resourced service the con-
clusion might be different particularly for
appropriately selected patients.
Richard A Carr consultant histopathologist
Pathology Laboratory, South Warwickshire NHS
Trust, Warwick CV34 5BJ
Richard.carr@swarkhosp-tr.wmids.nhs.uk

1 Macdonald CE, Wicks AC, Playford RJ. Final results from
10 year cohort of patients undergoing surveillance for
Barrett’s oesophagus: observational study. BMJ 2000;321:
1252-1255. (18 November.)

Appropriate practice must be studied

Editor—The paper by Macdonald et al will
be quoted by those who believe that screen-
ing for oesophageal adenocarcinoma in
columnar-lined oesophagus is a waste of
effort and resources.1 The data presented do
not add anything useful to the debate on the
effectiveness of screening if modern surveil-
lance programmes are being discussed.

The protocol used by Macdonald et al is
inappropriate given current understanding
of columnar-lined oesophagus and does not
match modern recommendations. During
the course of their study it was reported
elsewhere that it was the presence of special-
ised intestinal metaplasia in the oesophagus
which was the risk factor for malignant
transformation.2 By performing surveillance
on all patients with an endoscopically visible
glandular oesophageal lining (both with and
without intestinal metaplasia) Macdonald et
al enrolled patients not at risk of malignant
transformation. Thus it is not surprising that
the intensive annual endoscopy protocol
had such a low yield overall. Streitz et al
reported that screening endoscopies in
patients with columnar-lined oesophagus, at
a mean interval of 17 months, detected one
cancer per 73 patient years of follow up and
overall was more cost effective than mam-
mographic screening for breast cancer.3 The
current recommendations of the American
College of Gastroenterology for screening
suggest endoscopy at intervals of two to
three years in those with intestinal meta-
plasia.4 The findings of Macdonald et al,
although of historical interest, do therefore
not provide useful data on which to discuss
current practice.

An additional point that deserves com-
ment is the prominent and incorrect use of
the term Barrett’s oesophagus. By placing
this in the title, Macdonald et al have helped
perpetuate the confusion surrounding the
diagnosis. Their use of the historical
definition is at odds with the modern defini-
tion (a change in the appearance of the
oesophageal mucosa recognisable at endo-
scopy with intestinal metaplasia on histol-
ogy).3 5 Many of the patients in the study did
therefore not really ever have Barrett’s
oesophagus. The term is so well established
that it may be impossible to remove it from
the lexicon, but it would be preferable if the
more precise descriptive terms—columnar-
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lined oesophagus with or without special-
ised intestinal metaplasia and specialised
intestinal metaplasia at the gastro-
oesophageal junction—were used in future.5

Although I agree with Macdonald et al
that screening policies for oesophageal
adenocarcinoma require careful scrutiny for
their effectiveness, appropriate practice
must be studied.
Ian L P Beales consultant gastroenterologist
James Paget Hospital, Great Yarmouth NR31 6LA
ian.beales@jpaget.nhs.uk

1 Macdonald CE, Wicks AC, Playford RJ. Final results from
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Endoscopic surveillance of Barrett’s esophagus: a cost-
effectiveness comparison with mammographic surveil-
lance for breast cancer. Am J Gastroenterol 1998;93:
911-915.

4 Sampliner RE. Practice guidelines on the diagnosis,
surveillance, and therapy of Barrett’s esophagus. The Prac-
tice Parameters Committee of the American College of
Gastroenterology. Am J Gastroenterol 1998;93:1028-32.

5 Spechler SJ, Goyal RK. The columnar-lined esophagus,
intestinal metaplasia, and Norman Barrett. Gastroenterology
1996;110:614-621.

Authors’ response

Editor—We agree about the potential
usefulness of molecular markers, but which
markers will prove to be of clinical value is
debatable. Further research may provide a
way to target patients at the highest risk of
malignant transformation, who might gain
from some form of surveillance programme.

Carr makes some interesting points
about selecting suitable patients for surveil-
lance. In our cohort, however, future
analyses will provide information only about
cause of death and will not influence the
ratio of cost to benefit of our programme
because nearly all the patients have left for
the reasons specified.

Screening and surveillance are different.
We examined the benefit of surveillance of a
population at known increased risk as
opposed to screening a general population
to detect an unidentified problem.

The original case reports described by
Barrett did not mention intestinal metapla-
sia. Its presence may be an absolute require-
ment for subsequent development of
adenocarcinoma and its detection is there-
fore considered by some to be essential in
diagnosing Barrett’s oesophagus. However,
nearly all cases of oesophageal mucosal
metaplasia containing columnar epithelium
will also have intestinal metaplasia if enough
samples are taken (N Shepherd, eighth
united European gastroenterology week,
Brussels, November 2000). Beales’s argu-
ment is therefore circular as nearly all of our
patients will have had intestinal metaplasia
even if it was not visible at biopsy.

We consider that the guidelines issued by
the American Association of Gastroenterol-
ogy1 are not sufficiently evidence based to
prove their value. Blindly to follow them with-
out auditing the ratio of cost to benefit is
unwise in the current evidence based culture.
The guidelines are similar to those of the
World Congress, and following them would
have been unlikely to have influenced patient
outcome in our cohort for the reasons we
gave. The survey we quoted showed that few
centres in the United Kingdom follow either
of the guidelines. Practice is also far from per-
fect (defined as following the American
guidelines1)—for example, an important fac-
tor determining how often an endoscopy was
performed and how many biopsy specimens
were taken was whether the doctor was being
paid as a “fee for service.’’2

Our protocol (annual surveillance with
four-quadrant biopsies at midpoint plus
additional biopsy at strictures or ulcers) did
not seem to be beneficial. Many centres in
the United Kingdom currently use similar
approaches, so Beales’s suggestion that our
work has only historical interest is therefore
erroneous. Other centres have recently
come to a similar, disappointing, conclusion
about the value of their programmes.3

The British Society of Gastroenterology
is currently developing guidelines on surveil-
lance of Barrett’s oesophagus and has found
little strong evidence to support recommen-
dations (personal communication). Guide-
lines may reduce litigation, but they do not
necessarily help patients. Large formal trials,
with differences in survival as the end point,
are needed to collect evidence.
R J Playford professor of gastroenterology
Imperial College School of Medicine,
Hammersmith Hospital, London W12 0NN
r.playford@ic.ac.uk

A C B Wicks consultant gastroenterologist
C E Macdonald research registrar
Leicester General Hospital, Leicester LE5 4PW
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Screening for oesophageal adenocarcinoma: an evalua-
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of the oesophagus. Scand J Gastroenterol 2000:35;10-16.

Integrated medicine in the East
may differ from that in the West
Editor—Bodeker writes of the lessons on
integration that can be gained from the
developing world’s experience.1 He has
ignored the difference in countries’ socio-
political backgrounds and oversimplified
the analysis of integration of traditional
medicine into modern medical health
systems, and his resulting categories are
therefore misleading. He needs to take
account of sociopolitical differences
between communist and capitalist countries
and aspects of integration in other areas
such as education.

Even though Bodeker calls the Chinese
system integrated, in fact many different
training systems and qualifications exist.
Each healthcare professional in China is
highly specialised with specific boundaries.
For example, acupuncturists cannot pre-
scribe Chinese medicine, and medical
middle school graduates cannot practise in
higher clinics. The system in communist
countries appears integrated, but actually it
is the opposite; it is fragmented, because of
the degree of control over every aspect of
the medical system.

On the other hand, in South Korea (in
what Bodeker calls a “parallel operation")
traditional Korean medicine and Western
medicine adhere to the same educational
and licensing system. Korean students of
traditional medicine are taught courses such
as biology, anatomy, physiology, and pathol-
ogy by the same faculty as the students of
Western medicine. Students take the same
classes and are examined together.

China, Vietnam, Korea, and India have
all suffered from colonisation or its equival-
ent, during which most of their traditional
systems including medicine were taken over
by Western versions. The revival of tra-
ditional medicine in these countries is recent
and represents not just a process of integra-
tion but one of restoration. This approach is
radically different from that of integrated
medicine advocated by some in Western
developed countries. It is only with under-
standing of the complex and diverse history
of these developing countries that the real
lessons on integration will be learnt.
Jongbae Park PhD student
Department of Complementary Medicine,
University of Exeter, Exeter EX2 4NT
J.B.Park@ex.ac.uk

1 Bodeker G. Lessons on integration from the developing
world’s experience. BMJ 2001;322:164-7. (20 January.)
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